Carotid artery dissection is an unusual complication of blunt neck trauma with high mortality and severe neurological deficits. Traumatic bilateral dissections and dissecting aneurysms are extremely rare. A 17-yearold male presented to our emergency department with sudden onset of right hemiparesis and aphasia. Initial computed tomography scan of head and neck showed no remarkable finding. On the second day, a magnetic resonance angiography of head and neck demonstrated bilateral extracranial internal carotid artery dissections. The diagnosis of traumatic carotid artery dissection for emergency physicians is difficult because of the absence or delayed onset in symptomatology. Magnetic resonance angiography is currently considered as an appropriate initial diagnostic tool for carotid artery injury. In clinical practice, early diagnosis by keeping a high index of suspicions is required by emergency physicians. (Hong Kong j.emerg.med. 2016;23:285-288) 
Introduction
Carotid artery dissection is an unusual complication of blunt neck trauma with high mortality (40%) and severe neurological deficits (52%). 1 Traumatic bilateral dissections and dissecting aneurysms are extremely rare. 2, 3 The diagnosis of traumatic carotid artery dissection for emergency physicians is difficult because of the absence or delayed onset in symptomatology, and absence of positive initial computed tomography.
Here we report a case of bilateral carotid artery dissections with delayed onset of focal neurological signs after a motor vehicle accident.
Case
A 17-year-old male presented to our emergency department (ED) with sudden onset of right hemiparesis and aphasia while holding a mobile phone between his right ear and shoulder by flexing his head to the side. One week prior to this admission, he was brought to another ED with the presentation of headache and facial abrasion after a motor vehicle accident. He was discharged later because no specific neurological symptoms or signs were noticed and computed tomography (CT) scan of his head showed no active lesion. The patient has no past history of heart disease or dysrrhythmia. He was fully alert and oriented while arriving at our ED. On physical examination, he has a blood pressure of 122/75 mmHg, a heart rate of 62 beats/min, and a respiratory rate of 16 breaths/min. Cardiovascular and neck examinations were normal. The initial neurological examination demonstrated diminution in muscle power of right extremities (3/5 strength). Electrocardiography showed normal sinus rhythm. The differential diagnosis included cerebral thromboembolism, delayed onset of traumatic intracranial haemorrhage, and intracranial aneurysm or neoplasm. A brain CT scan performed in our ED showed no remarkable finding ( Figure 1 ). Brain magnetic resonance imaging (MRI) scan revealed acute infarcts (Figures 2A & 2B) . The patient was treated with aspirin initially. On transfer to the ward by the second day, a magnetic resonance angiography (MRA) of head and neck was performed due to his increasing neck pain, which demonstrated bilateral extracranial internal carotid artery dissections with aneurysms formation (Figure 3, arrows) . Carotid Wallstent endoprostheses (Figure 4 , arrows) were deployed bilaterally to repair his dissecting segments of the internal carotid arteries. One week after this admission, he was discharged home in stable condition.
Discussion
The incidence of blunt carotid artery dissection is about 0.08-0.4% out of all traumatic patients. 4 Embolisation secondary to the dissection, however, can have devasting effects. Most documented cases of traumatic carotid artery dissection involved motor vehicle accidents, although a few cases resulted from minor trauma. 5, 6 The mechanism of injury to the carotid artery is thought to be a shear force applied to the vessels during hyperextension or abrupt full flexion of neck, causing dissection of the least elastic intimal layer. The classic triad of dissecting carotid artery included craniocervical pain, cerebral or retinal ischaemia and a partial Horner's syndrome. In fact, patients with the classic triad accounted for less than 33%; hence the presence of two should make one consider the diagnosis. 7 Some cases, like our patient, presented with delayed onset of ischaemic symptoms varying from weeks to years, 3 and the late embolic event may be precipitated by minor trauma or a sudden neck movement, that might dislodge a thrombus. In addition to trauma, other risk factors for carotid artery dissection include low level of α1-antitrysin, connective tissue disorders, hyperhomocysteinaemia, migraine, manipulative therapy of the neck, recent infection, and vessel abnormalities. 8 Conventional angiography has been the gold standard test for diagnosis of carotid artery injury in the past. 9 Magnetic resonance imaging in conjunction with magnetic resonance angiography have recently been demonstrated to have sensitivity and specificity of greater than 95% in the carotid injuries. 10 These noninvasive techniques are currently considered as an appropriate initial diagnostic tool for carotid artery injury. Although antiplatelet and anticoagulant therapy have been advocated as effective treatment in carotid dissections, there are certain indications for surgery, i n c l u d i n g a r e s i d u a l d i s s e c t i n g a n e u r y s m , contraindications of antiplatelet or anticoagulant therapy, and patients with recurrent haemodynamic ischaemic symptoms. 11 In this case, intravascular stents was used because the dissecting aneurysms may become the source of embolisation.
In conclusion, traumatic bilateral dissecting aneurysms of extracranial internal carotid artery are extremely rare, and the patient may have delayed onset of symptoms after a gap of weeks or years. Early diagnosis by keeping a high index of suspicions is required by emergency physicians.
